Phieochromocytomas most commonly present as persistent hypertension. Paroxysmal hypertension accounts for only 30% of cases. Postural hypotension, one of the rarer presentations, is said to occur with tumours secreting mainly adrenaline (with its predominantly vasodilator
effect) as opposed to noradrenaline (with itspredominantly vasoconstrictor effect). The results of the differential assay of the tumour in this case support this view. In these cases the symptoms frequently predominate over the signs. REFERENCE 27.12.63 under the care of Dr R I S Bayliss. He had had a duodenal ulcer since 1951, radiologically confirmed, the symptoms of which had become progressively more severe and had required in-patient medical treatment. Surgery had been deferred because he had, in addition, severe ankylosing spondylitis which first presented in 1944 and which had been treated in its early acute stage by deep X-ray therapy. Not only had this severely impaired his respiratory function and been accompanied by repeated episodes of pulmonary infection but also the marked characteristic deformity had considerably compressed the anterior abdominal wall, there being only 4 in. (10 cm) between the xiphoid and the pubis. (Fig 1) . Hence, to the surgeon, he presented the double problem of a bad antesthetic risk and of difficult access to the abdominal cavity.
In an attempt to avoid the hazards of surgery, gastric hypothermia was employed on 15.1.64 using the Wangensteen technique. The in-flow temperature was -18°C, the out-flow -10°C, and perfusion of the cooled glycerol continued for one and a half hours.
For the next few days there was relief of symptoms, but then severe indigestion pain returned and a subsequent test meal revealed, not the expected fall, but an increase in the patient's already considerable gastric acid secretion. Operation was then advised and a retrocolic polya gastrectomy performed on 4.2.64 (H E). An active stenosing anterior duodenal ulcer was revealed with dense adhesions to the liver very suggestive of a previous perforation. An inverted 'V' incision running below both costal margins gave a surprisingJy reasonable access (Fig 1) . Cardiac arrest occurred just as the anastomosis was completed, but normal rhythm rapidly returned with vigorous cardiac massage performed from below the diaphragm.
The patient, a man of wonderful dete'rmination, made a good recovery, is now enjoying full meals free from pain and is gaining weight.
Discussion
Ankylosing spondylitis presents a considerable problem to the surgeon. Indeed, patients may be encountered in whom laparotomnmay be quite impossible. We have dealt with such a case where it was necessary to manage a perforated duodenal ulcer conservatively by drip, suction and antibiotics, fortunately with success.
It was considered reasonable to attempt gastric hypothermia in this patient because of the obvious risks of surgery, but no significant effect was produced, and, indeed, several centres arfe now reporting a high incidence of failure and complications which must make our attitude to this treatment one of extreme caution.
Our fears of the anaesthetic risk were only too well justified by the episode of cardiac arrest duringthe operation but this fortunatelyresponded to transdiaphragmatic massage. Transthoracic massage in this case would have been impossible.
Mr Norman C Tanner said with regard to the question of gastric freezing, that he would describe himself as an 'armchair anti-freezer'. That is to say, he had no practical experience of the method but had many theoretical reservations concerning its effects. By freezing the stomach mucosa one produced a 'bun' and also gastritic changes. The incidence of gastric and esophageal carcinoma appeared to be increased in patients who had scarring or old corrosive buns of these organs. He very much doubted if freezingwould b Clinical Section 675 of immediate benefit to a gastriticmucosa or to a gastric ulcer. It might reduce the acidity in a man with a duodenal ulcer, but he suspected that there would be an increased morbidity in ten to twenty years' time.
Many citizens of the United States were now undergoing this method of treatment, and he believed that those on this side of the Atlantic would be wise to act as the unfrozen control series until the Americans reported, as he was sure they would, the long-term effects of the method.
Operations in the upper abdomen were not easy in patients with ankylosing spondylitis. High dissections of the stomach, as in carcinoma and operations on the hiatus, were particularly difficult and were certainly not cases for the tyro. He had carried out partial gastrectomy on 3 patients with this disease and had been impressed with the excellent way in which these unfortunate but courageous people had tolerated the post-operative period.
He quite agreed with Professor Ellis's decision to treat this case surgically.
Insulinoma with Symptoms for Thirty Years R M Buckle MD MRCP (for K 0 Black MD FRCP and M A Birnstingl FRCS)
R B, female, aged 72. Housewife History: Thirty years previously the patient first developed attacks in which she felt 'far-away', noticed paresthesixe around the mouth and saw objects before the eyes. In the first attack and in several others she lost consciousness for twenty to thirty minutes. Most attacks occurred early in the morning; before them she would feel hungry and she found that they could be averted by taking sugar. The frequency and severity of the attacks have varied during the thirty years; in the last eighteen months they have been worse and during this time she developed profound weakness on waking up, being unable to get out of bed until she had eaten several glucose tablets. The patient gained 4 stone in weight, every attempt at dieting increasing the severity of her symptoms. Spontaneous hypoglycemia was suspected, but investigations in 1946, 1947 and 1950 showed fasting blood sugars ranging from 70 to 77 mg/ 100 ml, while the lowest values after 50 g oral glucose ranged from 55 to 71 mg/100 ml. In 1954, fasting blood sugars ranged from 58 to 68 mg/100 ml, and following twenty-four hours' starvation fell to 42 mg/100 ml. A six-hour glucose tolerance test suggested functional hypoglycemia.
In September 1963, the patient was reinvestigated following two recent prolonged attacks of unconsciousness. Apart from obesity (weight 13 st 5 lb), physical examination was normal.
Investigations: Overnight fasting blood sugar (total reducing substance) 64-73 mg/100 ml Birmstingl): Mobilization and careful examination of the head of the pancreas and the anterior and posterior surfaces of the body and tail failed to demonstrate any tumour; no ectopic pancreatic tissue was seen. Distal pancreatectomy was performed, two-thirds being removed. Serial sectioning through the specimen showed a small tumour 1 cm in diameter buried in its substance (Fig 1) . Post-operatively, the patient developed hyperglycemia for a few days, and required small doses of insulin. She is now on a normal diet, has lost 2 stone in weight and has had no further symptoms of hypoglycemia.
Histology showed a benign islet-cell tumour; the cells were well differentiated and regular, and arranged in solid masses and columns; occasional glandular acini were present and most cells contained granules of the beta cell type (Fig 2) .
Comment
The symptoms of hypoglycaemia are nonspecific and the diagnosis of insulinoma' may be long delayed: in two collected series symptoms were present for five years or more in 25 % of cases (Crain & Thorn 1949 , Breidahl et al. 1956 ). The paroxysmal behaviour of insulinomas leads to a
